Achalasia of the oesophagus is a rare condition with a reported incidence of eight cases per 100,000 population. 1 It is characterised by symptoms related to oesophageal obstruction and respiratory complications secondary to aspiration of oesophageal contents.
We report a case of previously undiagnosed achalasia which had resulted in tracheal compression mimicking asthma which was treated by oesophagoscopy and hydrostatic dilatation under general anaesthesia.
CASE REPORT
An 18-year-old girl presented with a twoyear history of wheeze and dyspnoea on exertion. A diagnosis of asthma was made and she was treated with oral bronchodilator therapy with no improvement in symptoms or peak expiratory flow rate.
Her past medical history and physical examination were unremarkable: FEV l (2.6 litres), FVC (3.6 litres) and peak expiratory flow rate (225 litres per minute) were all decreased and unaffected by bronchodilators. A P A chest radiograph was reported as normal. Fixed airways obstruction was confirmed by formal lung function flow volume measurements (Table 1) . Fibreoptic bronchoscopy under local anaesthesia showed the trachea to be narrowed posteriorly by extrinsic compression. A CT scan confirmed extrinsic compression of the trachea by a grossly dilated oesophagus (Figure 1) , which was clearly visible on the chest radiograph on retrospective review. Barium swallow showed the classical appearances of achalasia. The patient admitted to having been treated for 'anorexia nervosa' but in fact suffered from dysphagia and vomiting. She was referred to a thoracic surgeon who proceeded to flexible and rigid oesophagoscopy and hydrostatic dilatation of the cardia under general anaesthetic.
The patient was given a liquid diet the day before surgery and starved for twelve hours preoperatively. Premedication (atropine 0.6 mg, dexamethasone 12 mg) was given intramuscularly one hour before operation. A full range of intubation equipment was available and an intravenous infusion and routine monitoring commenced.
The patient was pre-oxygenated, with a head-up tilt of 4SO, and anaesthesia was induced with thiopentone 250 mg, cricoid pressure applied and suxamethonium 100 mg used to facilitate orotracheal intubation (size 6.5 mm). Neuromuscular blockade was maintained with supplements of suxamethonium and anaesthesia with 70% nitrous oxide in oxygen and 1 % enflurane. The lungs were ventilated manually with a Bains circuit.
The patient was extubated on her side when fully awake. She was observed for several hours postoperatively. There were no per-or postoperative complications. Three months later she remained asymptomatic and was eating normally. Respiratory function tests, although not normal (presumably due to residual tracheal deformity), demonstrated an improvement in airway patency (Table 1) . DISCUSSION Features of achalasia include degrees of dysphagia, regurgitation, chest pain and rarely polyarthritis. Respiratory complications 2 due to aspiration of oesophageal contents result in low-grade tracheo-bronchitis, pneumonitis or pulmonary fibrosis. Aspiration of large volumes may lead to choking, lobar collapse, abscess formation or bronchiectasis 3 , and in patients whose oesophageal content is colonised with atypical mycobacteria, overspill may result in clinical and radiological features identical to tuberculosis. 4 Squamous carcinoma of the oesophagus is more common in achalasia and occurs in up to 20% of cases diagnosed. Because of delayed presentation it is invariably fatal within one yearS, particularly in those patients developing fistulae; recurrent laryngeal nerve palsy secondary to carcinoma increases the rate of aspiration. 6 Acute tracheal compression in achalasia was described by Bello et al. in 1950 7 and stridor may be the only presenting symptom. s It may follow general anaesthesia 9 and be associated with superior vena caval obstruction or recurrent laryngeal nerve compression. 1O It is suggested that acquired incompetence of the cricopharyngeal muscle allows air into the oesophagus on inspiration, a dilated redundant section of which folds over on itself forming a pinch-cock valve effect trapping the air and resulting in progressive distension of the oesophagus. II Chronic tracheal compression is very rare.
This case clearly demonstrates the ease with which misdiagnosis can occur incorrectly attributed to anorexia nervosa (which is common),12 and asthma, although the plain chest radiograph should have been diagnostic.
The patient was starved for a prolonged period; although some authorities regard the passage of a large bore oro-oesophageal tube to be unnnecessary4 we believe that it may significantly reduce the volume of oesophageal contents prior to the induction of anaesthesia and diminish the risk of aspiration. Atropine was administered for its anticholinergic effect, and dexamethasone to reduce the mucosal oedema in the trachea postoperatively. Local anaesthetic agents were not employed because of the intrinsic danger of an anaesthetised unprotected airway, and in view of the danger of aspiration, a rapid sequence induction with the patient in the inclined position was employed, and extubation performed only when fully awake in the lateral position.
